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Hearing commenced at 10.22 am 
 
GEELHOED, PROFESSOR GARY CORNELIS 
President, Australian Medical Association (WA), 
examined: 
 
 
The CHAIRMAN: On behalf of the Education and Health Standing Committee, I would like to 
thank you for your interest and for your appearance before us today. The purpose of this hearing is 
to assist the committee in gathering evidence in its inquiry into the adequacy and appropriateness of 
prevention and treatment services for alcohol and illicit drug problems in Western Australia. You 
have been provided with a copy of the committee’s specific terms of reference. At this stage I 
would like to introduce myself, Janet Woollard, and other members of the committee—Mr Peter 
Abetz, Mr Ian Blayney and Ms Lisa Baker. Mr Peter Watson will come back in a few moments. On 
my right is our principal research officer, Dr David Worth. Also present is Mr Tim Hughes and 
from Hansard we have Moira. 
The Education and Health Standing Committee is a committee of the Legislative Assembly of the 
Parliament of Western Australia. This hearing is a formal procedure of the Parliament and therefore 
commands the same respect given to the proceedings in the house itself. Even though the committee 
is not asking witnesses to provide evidence on oath or affirmation, it is important that you 
understand that any deliberate misleading of the committee may be regarded as a contempt of 
Parliament. This is a public hearing and Hansard will be making a transcript of the proceedings for 
the public record. If you refer to any documents during your evidence, it would assist Hansard if 
you could provide the full title for the record. Before we proceed to your submission and questions 
we have for you today, I need to ask you a series of questions. Have you completed the “Details of 
Witness” form? 
Professor Geelhoed: Yes, I have. 
The CHAIRMAN: Do you understand the notes at the bottom of the form about giving evidence to 
a parliamentary committee? 
Professor Geelhoed: Yes, I do. 
The CHAIRMAN: Did you receive and read the information for witnesses briefing sheet provided 
with the “Details of Witness” form today? 
Professor Geelhoed: Yes, I have. 
The CHAIRMAN: Do you have any questions in relation to being a witness at today’s hearing? 
Professor Geelhoed: No. 
The CHAIRMAN: Having just gone through once again the terms of reference of this inquiry, 
when we first commenced the inquiry we were looking at efficacy, treatment and prevention 
strategies, we have also, you will be aware, noticed more recently the social costs resulting from 
alcohol abuse. Would you like to discuss the issue in general and then we may ask you some 
questions following your presentation? 
Professor Geelhoed: Once again my apologies, I have been caught a little short here. It apparently 
was not in my diary.  
In one sense it is a huge problem; it has been a growing problem. I am speaking here specifically 
about alcohol. There are a lot of parallels in some way with the approach that Western Australia has 
taken to cigarette consumption and lessons to be learnt there. There are also some very real 
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differences too. Probably the obvious one is that cigarettes are relatively new. They have been with 
us for a number of centuries. There is nothing to justify smoking, basically. We have had a very 
successful multi-pronged approach to reduce smoking in this state. With alcohol, however, alcohol 
has been with us since time immemorial; and I dare say will stay with us for a long, long time. It is 
part of our culture. The other thing is that the evidence that it is harmful when taken in moderation 
is very slim, or maybe non-existent. As I am sure you are aware that there is some evidence that 
perhaps even in moderation it may even have some health benefits. Straightaway you are looking at 
a very different approach. In this modern world where once upon a time it was just part of life and 
taken in moderation and probably all in all perhaps enhance the experience of life, we now live in a 
world where it is a commercial product and it is promoted very heavily. Again we get back to 
cigarettes here—there is an argument about whether companies are promoting this product and 
getting young people to start using it early so they have a locked-in market, or is it in fact that they 
are just trying to give people choice in something they would do otherwise? We certainly do have a 
problem.  
The downside of alcohol is very, very clear. We see that every day in our accident and emergency 
department where so many motor vehicle accidents are related, directly or indirectly, to excessive 
drinking. We have seen a changing pattern over the years with its use by young people. I am sure 
that people in this room, in terms of families, would have seen over the years a change whereby the 
age at which young people are becoming involved with alcohol and using it excessively and 
irresponsibly has certainly dropped. Speaking personally, it was very late in high school before I 
even perhaps became acquainted with some alcohol. I have three sons who are in their 20s, but in 
their teenage years we were quite surprised to find they were going to parties and alcohol was at 
these parties. Not only that, much to our surprise I remember one occasion when my wife 
specifically asked—because our son was only about 14—would there be responsible adults there. 
We were assured there would be, but did not to think to ask, “Will you be, as responsible adults, 
supplying my child with alcohol?” We did not ask that question as we did not think it was 
appropriate. That is what actually happened—we found out later that his parents had actually 
supplied these children with alcohol. Attitudes certainly have changed a hell of a lot. I dare say a lot 
of that is probably due to the fact that there has been such blanket advertising of alcohol. When we 
think of various sporting teams now, whether it be the Wallabies or the Australian cricket team or 
something, often we will get images in our brain of the alcohol that is associated with them. The 
Wallabies with the big bear, for instance, is very powerful. I guess, as responsible citizens and 
lawmakers, what we need to try to do is get a middle course where we can modify these behaviours 
and allow people to ply their legal products and so on and at the same time introduce some sort of 
balance into it. I think eventually we can only turn this around. There is no magic bullet here. It will 
be like the cigarette story where many, many things will change. Ultimately it will be when people 
really start viewing it differently that we will see change. You just accept these things as normal. I 
found recently when you line up for the usual photos at these functions for the magazine and so on, 
it was very common for you to have your glass of wine there because often that is what you would 
have there. I find now I am putting it down and thinking, “It’s probably not a good look.” That 
would never have occurred, say, 10 years ago. It is just a small thing. I think in the long term that is 
how it is going to change. In terms of the actual dangers of alcohol, if you like, medically that is 
very well established. As I say, it is people getting drunk doing silly things, hurting themselves 
directly or indirectly. I run the emergency department at Princess Margaret Hospital. Many 
wayward teenagers, because they are acting like silly adults, go to adult hospitals. We do see quite a 
few 12, 13, 14 and 15-year-olds coming in under the effects of alcohol and have to manage those. It 
can be quite dangerous at times if it has really been excessive. Also, there are all sorts of other 
secondary things which are not as well known as with cigarettes. Certainly excess use of alcohol 
will promote or give you an increased risk of all sorts of illnesses—obvious ones like cirrhosis of 
the liver and so on, but less well known also various cancers, cancer of the bowel, cancer of the 
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upper tract and so on. That is probably an overview. I might stop there really. I am happy to take 
specific questions. 
[10.30 am] 
The CHAIRMAN: You just mentioned the number of children who come into PMH. Would we be 
able to get those statistics from you? Would they be kept in the database?  
Professor Geelhoed: I could certainly look into that for you. It depends, as some things are 
recorded very well; for instance, if it is asthma, it is simply called “asthma”. But with something 
like this, if someone has come in and they are unconscious because they have been on alcohol; it 
may be recorded as just “unconscious”, if you see what I mean. Having said that, we now can 
search all sorts of words, as it were—free text—of what the triage nurse puts in. Probably, most of 
those would be picked up and they would probably say “alcohol”, et cetera. I can certainly give you 
that. I make the point though, that in terms of young people, many of them, such as a big 15 or 16-
year-old—especially if you do not know what their age is and they look older—would be taken to 
Sir Charles Gairdner, Royal Perth and to all the peripheral hospitals as well. However, that should 
be able to be extracted in the same way. 
The CHAIRMAN: It is just that, with the data that was released on the research that was done last 
year in consultation with PMH and, I think, the Fiona Stanley Telethon Institute for Child Health 
Research for the number of children admitted because of tobacco-related diseases, the community 
was very surprised at those statistics. I think that played a major role getting some of the changes to 
the tobacco legislation — 
Professor Geelhoed: Certainly. 
The CHAIRMAN — as protective measures for children. I think it would be very useful if we 
could get that. Even if that data has not been collected—we are not going to be presenting our 
report for another six months—if it were possible if you could go back now and collect this data so 
that maybe the committee could have that data in six months’ time, I think it would be useful. We 
will be inviting someone from Royal Perth, Charlies and Fremantle emergency departments to 
present to the committee, and we may well ask them the same thing so that we can get those 
statistics, and if they are not there now could they maybe start to collect them. 
Professor Geelhoed: Okay. 
The CHAIRMAN: The AMA position statement reads — 

Nine out of ten Australians visit a general practitioner at least once a year. During 2007–08, 
nearly 30% of patients visiting a GP were at-risk drinkers. This gives doctors significant 
opportunities to identify and address the risk behaviours of a very large proportion of the 
Australian population. 

Having worked in general practice myself, I think that general practice is a great place for that 
initial identification and minimal intervention. We have had both metropolitan and regional 
hearings on this issue and some evidence that has been given to the committee indicates that in rural 
areas GPs maybe do not have the time or do not wish to be involved in treating people who have 
problems with alcohol. Do you think that would be because of the workload pressure on those GPs? 
Professor Geelhoed: Possibly, and I would have thought they would have been in the minority. 
That is because most doctors, general practitioners—as you say, the majority of the Australian 
population does see who they regard as “their” doctor each year—and most doctors in the AMA 
certainly see that we have a real role here. One of the problems is that we do not have enough 
doctors in Australia, and WA is the most underdone, so they certainly are under pressure. A 
generation ago, health was generally seen as people just living their lives drinking, smoking and 
doing what they wanted to. When they ran into trouble, they would then see their doctor who would 
then try and fix them up. We see health now as much more—because it is such big business 
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partly—and something that the whole country needs to be aware of. Of course, everyone talks now 
about prevention. However, it is difficult for a lot of these GPs because of the way that it is funded. 
For instance, they are not really supported in doing these sorts of things. They are supported to do 
the old model, if you like, where there is a definite problem and therefore you can see them for that 
and charge them for that. But, once you start talking about prevention and putting time into that sort 
of thing, it seems a bit airy-fairy and perhaps not worth doing. For instance, at the moment there is a 
bit of a crackdown on doctors who are doing longer consultations, where perhaps all these sorts of 
things could be looked at. I think it is a multi-factorial thing. Having said that, I think that most 
doctors take the preventive care of their patients seriously, and where possible they do intervene. 
Studies have shown that it can be quite powerful too: just a short intervention by their doctor, whom 
they know and trust, pointing out some of these things can actually benefit these patients. You 
probably know that the number of medical students in this state has increased by almost two and a 
half times—258 per cent. They are only just now graduating and they will be flowing into the 
community over the next five to 10 years or something. What I am saying is, hopefully, we will see 
less pressure on these doctors and they will have more time. There are two pressures: one is the 
ability to generate enough income for themselves if they are forced to do these short consultations; 
and also the fact that they have so many people waiting and people are waiting days to see them, so 
there is the pressure to keep churning them through. 
The CHAIRMAN: I think that it is weeks in some areas. 
Professor Geelhoed: Certainly at the federal level the AMA has been pushing, saying that the 
government needs to start thinking seriously about this and fund accordingly in terms of rebates if it 
want to harness this great potential. Close on 90 per cent of Australians see their GPs each year and 
we need to give them the time and backing to start doing these sorts of things. 
Mr P.B. WATSON: I reckon the best education from the doctors is in the surgery when we go in 
there. I always read the things on the wall—get this check-up, get that check-up—and most times 
people get to wait for a while in a doctor’s surgery. Do you think that is an area where we could 
provide better education? I always read the notices in there, and I see that most other people do as 
well. 
Professor Geelhoed: I am sure. They need to be crafted well, of course. There is always that thing 
about giving more and more information, but the more there is the fewer people will read it. But, 
yes, punchy little messages like that in places like that, where you are seeing your doctor and you 
presumably have some sort of health concern and are probably open to those sorts of messages—I 
think is a very good thing. Yes, I would support. 
The CHAIRMAN: The AMA position statement reads — 

Classroom-based programs which develop teenagers’ decision-making skills and resistance 
to risk-taking should be implemented in Australian schools, as well as other programs that 
educate about the harms of excess alcohol use.  

Last year, I believe, when you gave us a presentation you told us a little about the Dr Yes program. 
There are two issues in relation to this. What would be the AMA’s view on the best way to promote 
the message of harmful alcohol consumption to school-aged children? I believe that Dr Yes is one 
such way. But because you have established this Dr Yes program, which again I know has great 
value, has that influenced medical students at universities? Is there a change in alcohol uptake and 
alcohol problems? Do you think that the Dr Yes program has made a difference amongst your own 
students? 
Professor Geelhoed: I would hope so, but I could not, hand on heart, say it definitely has, but you 
would think it would. Is everyone aware of the Dr Yes program? 
Mr P. ABETZ: No.  
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Professor Geelhoed: Very briefly, it is an initiative of AMA WA, but it is being perhaps explored 
by some of the other states now. It involves medical students generally between the ages of 18 to 23 
who actively go into schools around both metropolitan and country areas. It is an interactive 
program where they teach things such as sexual health and consumption of alcohol—all those 
health issues for young people. The feeling is that they are only a few years older and can relate to 
these people much better. They are very interactive where they do play-acting, music and all that 
sort of thing. They are certainly very, very popular. We try to be evidence based and quiz these kids 
afterwards. Certainly, due to their knowledge of all these things and so on, it seems to be being very 
well received. Whether it translates then into better behaviour eventually, we certainly hope so, but 
that is hard to prove. Certainly their knowledge is greatly increased. Whether it has an impact on the 
young medical students, I am not sure. Commonsense would say that it does but commonsense is 
not always right. I think all these things help. But I think, ultimately, what will change in the very 
long term is a change to more responsible drinking by everyone in the community and examples 
being set by parents. That will be through many, many approaches, as I said before, and our 
stepping back and seeing where we are. It is hard to believe that not that long ago, a generation ago, 
we sat on aeroplanes breathing other people’s smoke and we did not even notice all the smoke in 
our clothes because smoking was so ubiquitous that it was there, yet, now if you are downwind 
from a smoker, you can smell it. In the same way, I think, we need to open everyone’s eyes to the 
situation about what is regarded as absolutely normal. For instance, the link between sport and 
alcohol is very cleverly promoted by the makers of alcohol. I think in some ways that is a very big 
thing we need to be aiming at to break that nexus, as we did with cigarettes. At the moment sport is 
alcohol. It is associated with it professionally. Sorry, I am digressing a bit here.  
I think it does have a positive effect on the people who are doing it as well. 
The CHAIRMAN: I was not aware of the Dr YES program. I might see whether maybe at some 
time when they are putting on one of their productions they might be able to come. I think it is a 
very useful approach that might be a model that we can support and encourage.  
Mr P. ABETZ: Is that similar to the life education bands? 
The CHAIRMAN: I think it is far more effective than that, so we might look into that afterwards.  
Mr I.C. BLAYNEY: I will jump in there and say that it is a big thing to say that it is more effective 
than life ed. 
The CHAIRMAN: Maybe it is equally as beneficial as the life education bands, because they do 
play a very valuable role in our schools. In fact, I was very disappointed to see funding cut back 
from them a few years ago because I think they should be going around to every school.  
Gary, in relation to the alcohol restrictions that have been introduced in the Kimberley, would you 
like to make a statement about feedback that the AMA has had about those restrictions, both 
positive and negative, and maybe what the next step is from that? 
Professor Geelhoed: Again, I make the point that I think this has to be a multi-pronged approach to 
the problems of alcohol and, perhaps at times you need to make it specific to certain groups or 
certain areas. Above all, where possible, it should be evidence based. You are trying to balance 
many things: the right of people to drink, to have a legal product, if you like; the sensitivities when 
it seems to impact on one group much more than another but trying not to look as though you are 
discriminating against that group by introducing the restrictions in certain areas. In terms of the 
ones up north, for historical reasons there you had a very disadvantaged population that was 
suddenly being supported in lots of ways in terms of social services and freely available money, but 
not much else—social services support and a demoralised population—so you got excessive 
drinking. In some of the communities up north I think the view was taken that the downside, if you 
like—the negative effects of having freely available alcohol—was devastating for the Indigenous 
community and the broader community and so on, so could something be done about it and could it 
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be a circuit-breaker because a lot of the other things that might be put in place to help people and 
support them so that they did not drink as much if things were actually be introduced at, I think, 
Halls Creek and Fitzroy Crossing? There was not a ban of alcohol—because we all know the 
history of prohibition in America; total bans can be counterproductive—but a restriction of alcohol 
in terms of what was available, its strength and where it could be drank so if you still wanted to 
have a full-strength drink at the pub, you could. If you wanted to bring in your own wine privately 
you still could. But basically there were restrictions on how much you could take away and the 
strength of beer you could take from the takeaway parts of the stores and so on.  
The evidence that there were problems there was overwhelming, but my understanding, having read 
the submissions and the follow-up, the benefits were overwhelming as well in those communities. 
Suddenly there were things you could measure about the people presenting with issues directly 
related to alcohol, literally becoming unconscious and so on and then injuring themselves because 
they were drunk or had been assaulted—all those things dropped off. I do not remember the figures 
but they reduced by a very big proportion. The number of children attending school et cetera—all 
those positive things—went up as well. So all in all, from the feedback I got, it seemed to be very 
positive for the community. There was some talk that, “Oh, well, you’re just displacing the problem 
to another community,” Although I am sure there are some examples where you could point out that 
some individuals did literally go to another community to drink, my understanding from the other 
communities around there was that it was not seen as a particularly big problem. Broome was not 
suddenly inundated, in terms of the police figures. Yes; people will bring in illegal alcohol and the 
rest of it, but it seems, all in all, it is just a bit harder to do all that, and it was a very positive thing.  
We say in medicine that you need evidence-based outcomes, because, as I said before, things that 
seem intuitively commonsense do not always happen, so you have to do these things and then 
evaluate them. There, I think, the evidence is very clear there was a problem related to alcohol; a 
measure was put in place and everything else was looked at again and it seems the whole 
community has benefited. I am sure that would not be appropriate for Albany and is probably not 
needed there and so on. But in the same way, if you look at certain areas, another one that gets 
mentioned in the same breath of course is Northbridge. Again, we need to look and see what works 
and does not work so that we strike a balance between people being able to go out and enjoying 
themselves and to act responsibly but not going into a war zone and being assaulted and so on. My 
understanding is that—I am not a great expert in this, but what I have looked at in different areas 
around the world where they have looked at how to balance these things—it seems that the more 
freely alcohol is available, the more of a problem you have. For instance, look at the figures in 
Victoria. We talk about Northbridge and so on, but I think they have more of a problem there, as I 
understand it. It is a very difficult area to say whether it is better to have a lot of small bars and 
people will be very sophisticated and drink sensibly or go to beer barns and so on. But I think we 
have to keep trying our best and try to come up with these compromises because we are not going 
to ban alcohol. We want to gently nudge people in the right direction and make it possible for them 
to drink sensibly and enjoy life et cetera, but at the same time influence their behaviour positively 
and reduce the damage to the community.  
The other obvious point to make is that the downside of alcohol has been quantified. I do not have 
the figures here, of course, but the amount of money spent on health-related issues due to alcohol 
directly is huge as well. 
[10.50 am] 
The CHAIRMAN: I know the committee want to ask you some questions in relation to illicit drug 
use, but before we maybe ask some of those questions, do you think the social impact of alcohol has 
got worse over the last 10 years, and with finance picking up, if there were more money, what 
initiative do you think the government should consider to limit the problems related to alcohol 
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consumption? Number one, do you think it has got worse? Number two, what initiative do you 
think there should be if we could put money in one particular area? 
Professor Geelhoed: I think certainly among the young—in some ways how do you start then; you 
do not continue all through your life—there is good evidence that children and adolescents are 
starting to drink younger and drinking more and that there is a culture now of so-called binge 
drinking where the idea is that you do not go out and have a good time and incidentally you might 
be drinking alcohol, but the actual aim is to get drunk. 
Mr P.B. WATSON: A lot of kids get drunk before they go out to nightclubs, because they cannot 
afford it. 
Professor Geelhoed: Yes, you are right. I can remember. Part of the reason that kids are drinking 
more now is because we are a richer society. I could not afford it when I was younger, or at least 
not to drink to the levels that they did, so that is part of it. When you talk about price signals, which 
is something we have not touched on yet, but I think there was a great opportunity missed, and of 
course we are talking about the federal government here and the Henry review. It would seem a 
logical thing. We know from cigarettes that the taxing of cigarettes is one of the great ways. Every 
10 per cent you put up the price of cigarettes, or tax, you drop consumption five per cent. The aims 
may be somewhat different with alcohol, for the reasons I said. Having said that, it is a crazy 
situation, especially if you hark back again to places like Halls Creek and so on where you can get 
your four-litre cask of wine. It is cheaper than water—literally cheaper than water. When you look 
at the way that alcohol is taxed it is really quite illogical. It would seem to make sense that you 
should be taxing on the amount of alcohol, because the evidence seems to be quite clear that that is 
a mechanism whereby you can control consumption and perhaps also generate funds to feed back 
into that loop that we have with cigarettes. You put it back into prevention and so on, and education 
and perhaps health effects. I know that is a federal issue but I think that is an absolute key to 
success in the future—that we look at what we tax. The alcopops I think was not all that well 
thought out and became very politicised, but the rationale behind it I think was very good. These 
were products that were specifically, despite what the companies said, aimed at getting young 
people at an age when they often would not actually particularly like drinking alcohol. They were 
making them up like soft drinks, like a cordial. One argument is that they have gone on to other 
things, but certainly the use of that particular product has dropped right off. I think it should be 
much broader and much more sensible. I will stop there. 
The CHAIRMAN: I have some more questions, but maybe we will start with Peter. 
Mr P. ABETZ: If I could just change tack a little bit towards the illicit drugs and also the 
prescription drugs that are being misused, to what extent do you believe that GPs’ training is 
adequate for dealing with the issue that they are confronted with? Do you think that there is room 
for improvement, or what are your thoughts on that? 
Professor Geelhoed: There is always room for improvement. One of the problems is, as we said, 
90 per cent of people go to their GPs each year, and so in some ways everyone says, “There is a 
perfect opportunity to do this, this and this.” There is no doubt that they could do a lot more. Again, 
in medical school training people say, “We should be teaching on this, this and this.” Recently there 
has been some publicity because they are not being taught basic anatomy enough because so many 
of what some people regard as softer subjects are all being put into the course. Having said all that, 
what I am saying is that it is very, very difficult. We do need to train our doctors up better to deal 
with this. Again, with the AMA initiatives, we have training and so-called youth-friendly doctors. 
We run courses where doctors can sign up. Again this is the AMAWA initiative, but it has been 
exported to, for instance, South Australia. It is really just how you communicate with adolescents 
and so on. It is much broader throughout the community. Especially with the illicit drugs, that is 
when you get hooked and that is when you start, and a lot of them burn themselves out by the time 
they get into their 30s and 40s. So the AMA is trying to do their bit there. That is a very popular 
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course and a lot of people are doing it. Usually when these things do take off they often get 
incorporated more into the basic curriculum. But most good GPs are aware of these problems with 
their patients and will try to guide them. Again, an intervention there can often be shown to be 
effective if they are aware of it. 
Mr P. ABETZ: Just on what is often referred to as doctor shopping where people go around to 
different doctors to feed their addiction to legal drugs, do you have any suggestions on how that 
might be overcome by, say, a centralised database that pharmacists can tap into, or do you have any 
thoughts on those issues to reduce that problem? 
Professor Geelhoed: One thing that has been neglected in Australia, although we have talked about 
it for a long time, is ehealth, so-called—electronic records. That is the obvious one there, so that 
when anyone accesses a health professional, the record is there and that can be easily accessed. For 
instance, just to give an example, the emergency departments in Perth have the so-called EDIS 
system, which is a computer system we run. Day to day and hour to hour we use it to run our 
systems, but also we can interrogate it, and it is a fantastic database. It is linked up to all the 
hospitals. What I am saying is that people in the past who would then go to the different hospitals 
and try it on, now they can be found very easily just because there is a record. So in a broader sense, 
once we get an electronic record, and the federal government has just committed a whole lot of 
money to it, and hopefully they are serious this time, I think that will go a long way to stop people, 
because often, too, these people do get under the radar if they sell the right story. Most GPs are 
pretty attuned to this sort of thing, but if they are successful in all these other places, you might not 
even be aware of it. But clearly if it comes up that the same person is peddling the same story and 
getting the same medications at half the different practices, yes, I think that is the way to fix that up. 
Mr P. ABETZ: With your sort of information, would you say that the misuse of prescription drugs 
is a bigger issue than the illicit drugs?  
Professor Geelhoed: That is a hard one. I do not know the answer to that. There is certainly a 
problem there as well, but that blurs into almost what one doctor might do he regards as normal and 
the other one does not, so you get down to that sort of level. But we learn about these things. For 
instance, there is no doubt that many, many years ago a huge number of people were going on all 
sorts of medications—valium and all sorts of things. I think generally that passed as the evidence 
came through that in fact this was not a good thing—what seemed to be, as I said, commonsense 
and a good idea at the time. It all needs to be evidence based. But again I get back to this electronic 
record. It is going to make it so much easier to actually start assessing how big these problems are 
ones we accumulate all this data much more easily. Again, that just gets back to the training of 
doctors and making sure that they are appropriately trained. 
The CHAIRMAN: Lukesh actually gave a presentation to members of Parliament on the health 
system. I am aware that there is a form of ehealth system up and running in Kalgoorlie in 
association with the practices. I have not had an opportunity to go there and look at them, but 
certainly the people who attended Lukesh’s presentation I believe could see the value in such a 
system. 
[11.00 am] 
Mr I.C. BLAYNEY: There is a joint-funded state–COAG thing for Aboriginal kids there as well. I 
know there is one in the Mid West. 
Mr P. ABETZ: I have another question on illicit drugs and perhaps it also applies to alcopops. 
What is the experience of GPs in coming across someone who has a serious drug or alcohol issue in 
terms of being able to get that into rehab facilities? This is not trying to convince the person, but if 
the doctor suggests it, I hear that often there is no room. 
Professor Geelhoed: You would probably need to talk to GPs about that directly, but my 
understanding is that often, as happens with these sorts of things, the support services are often 
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overwhelmed and there is a real practical problem trying to get people in when they are willing to 
do it and at the right time. Sometimes opportunities can be lost because of that. But, as I say, I am a 
hospital doctor looking after kids, so it is not my area of expertise. But that is my understanding 
from talking to general practitioners.  
The CHAIRMAN: Just following on from that point, Peter and I recently had a meeting with Dr 
David Mountain and Eric Dillon and from that meeting, there was a further meeting with Next Step. 
I think it has now been acknowledged and accepted that there are many patients who are going into 
our major hospitals with alcohol problems because there is no place for them to go for that 
treatment because Next Step is a very specified program and holds places for someone who may be 
going in for treatment for so many days. I think that the Drug and Alcohol Office is now aware of 
the fact that there is a gap between acute problem and treatment. I am hoping that when we have the 
ED doctors here, we can discuss that further to try to get some idea of numbers so that we can 
certainly lobby for more funding to go into those treatment areas.  
Mr P. ABETZ: I think Princess Margaret is where you operate or work. 
Professor Geelhoed: Yes. 
Mr P. ABETZ: Are there many young kids coming in to Princess Margaret with illicit drug 
addiction issues and what sorts of facilities are available for getting them into rehab, or are they 
generally the older kids who would go to the other hospitals? 
Professor Geelhoed: We have some but they are reasonably few and far between. We certainly see 
the drunk adolescents are taken there. In terms of the drugs, it is almost like it is self-selecting. If 
they have a problem, a lot of these kids take themselves to an adult hospital, which is interesting 
because I guess they are doing adult things. If, as I said before, a 15-year-old is picked up in the 
street, often that person will be taken to an adult facility. It is not a big practical problem for us, but 
if it is—we often deal with social workers—we will then feed them on to the appropriate places. 
Mr P.B. WATSON: When GPs see someone in the early stages of drug addiction, do they have a 
set pathway down which they can steer the person, or does the AMA have a set procedure for 
someone who comes in with alcohol or drug problems early on? 
Professor Geelhoed: No, I do not think there is any set procedure as such. As I say, I am not an 
expert in this area at all, but I know of the frustration of GP colleagues who say that when they do 
have this problem, they have problems at times accessing services for these people. Again, it is 
often what the particular individual needs. Sometimes it is just literally counselling and seeing that 
person and guiding and educating the person. At other times it is literally off to AA or something 
like that if people are willing to do that. If it is an acute problem, at times it is off to the hospital if 
they actually have alcohol withdrawal. 
Mr I.C. BLAYNEY: I remember as a young bloke spending a little while in Germany, and 
wherever you went you could drink beer—on the street, at the train station, at McDonald’s. They do 
not seem to have the drinking culture that we have here. If you did that here, I reckon you would 
have people everywhere showing the worst. In England, for example, the lager lout culture, as they 
call it, has really increased in the past decade or so. Do you have any idea why that develops in 
some places and not in others? 
Professor Geelhoed: Not really. As you say, it is just different cultures. Sometimes we try to take 
from those cultures and learn and it does not work. For instance, it is often said, “If only we 
normalised alcohol and introduced it to children when they are young.” They talk about the Italian 
families and those kids drink early, so it is a normal part of life and they will not abuse it. But the 
evidence seems to be that when that happens in Australian society, and they are introduced early, 
they are much more likely to have alcohol problems. What I am saying is that there are certainly 
different cultures where alcohol is viewed and treated very differently. It is true for a lot of those 
cultures, but maybe that is because you cannot change things overnight. That is not to say that they 
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do not have their alcohol problems. In France, for instance, they are sophisticated drinkers, but they 
have the highest levels of liver disease in the world, drinking very good Bordeaux. Having said that, 
clearly in each of those societies, they view alcohol differently. As I keep coming back to, our 
challenge is to change it so that our culture becomes such that alcohol is part of our society but that 
people drink responsibly and they set responsible examples for young people and so on. It is hard to 
pin down when you go to these different places. 
Mr P. ABETZ: I think sometimes you see only certain things or there are certain perceptions. I was 
born in Germany and I went back there a little while ago for a visit. The binge drinking in Germany 
is a massive problem among young people, just as it is here now. It is a new development and — 
Professor Geelhoed: A new phenomenon, yes. 
Mr P. ABETZ: — people are asking questions and what is happening. 
The CHAIRMAN: Finally, Gary, I believe you have brought with you an AMA publication. I 
wonder whether that could be tabled. 
Professor Geelhoed: Yes, certainly. 
The CHAIRMAN: Could I also ask whether it might be possible for you to provide the committee 
with more information on the Youth Friendly program that is run by the AMA? 
Professor Geelhoed: Yes, certainly. 
The CHAIRMAN: As committee members have said, we would like to ensure that that funding is 
made available to support particularly GPs, who are often the first contact for people with these 
problems. A future date for a committee hearing is 11 August and I wonder whether, on that 
morning, we might be able to invite along the medical students who are involved in Dr YES to 
make a brief presentation so that the committee could see firsthand — 
Professor Geelhoed: Okay. 
Mr P. ABETZ: Would it not be better for us to actually go and sit in the back of a classroom and 
see them doing it? Would that not be more productive? 
The CHAIRMAN: I do not know that observers—maybe we could discuss that — 
Professor Geelhoed: I will look into that. You are right; they may prefer interacting with the kids 
rather than slightly older people. 
Mr P.B. WATSON: Very well put! 
The CHAIRMAN: In that case, if there are no more questions from the committee, I thank you 
very much for your evidence before the committee today. A transcript of this hearing will be 
forwarded to you for correction of minor errors. Any such corrections must be made and the 
transcript returned within 10 days from the date of the letter attached to the transcript. If the 
transcript is not returned within this period, it will be deemed to be correct. New material cannot be 
added via these corrections and the sense of your evidence cannot be altered. Apart from this 
submission today, if you have access to any documentation from the other states or the federal 
AMA in relation to alcohol, you could provide that when you give us feedback on the transcript; or 
if, when you read through your transcript, you would like to elaborate on particular points, could 
you please do that in a supplementary submission for the committee’s consideration when you 
return your corrected transcript of evidence? Once again, thank you very much for coming today. 
Professor Geelhoed: Thank you very much. 

Hearing concluded at 11.10 am 


